Results: At baseline, there was 2.28 mm and 2.14mm mean gingival recession at 16 sites and 14 sites in test and control groups respectively. At 6 months post-surgery, test group showed 1.57 mm mean reduction of gingival recession indicating 66% root coverage, while the control group showed 1.24mm mean reduction of gingival recession indicating 57% root coverage.
Introduction
Gingival recession defects present both functional and aesthetic problems that require effective treatment to achieve long-term positive clinical outcomes. Many techniques have been developed to deal with this problem, including the use of pedicle flaps, [1] [2] [3] free gingival grafts, [4] allografts, [5] and connective tissue grafts with pedicle flaps. [6] [7] [8] The use of a subepithelial connective tissue graft (SCTG) is the most widely used, most predictable technique and considered the gold standard in recession management. [9] Although effective, it requires a second surgical site (palate) and only a finite amount of donor tissue is available. Thus, an alternative to SCTG is desired. Since, the early 1990's clinician have shown increasing interest in root coverage techniques based on the principle of guided tissue regeneration (GTR) [10] [11] [12] with the purpose of a more stable root coverage and healing by the formation of new cementum, periodontal ligament and bone over the exposed root surface. [13] In a recent meta-analysis, 40 investigations in which GTR was applied for root coverage were reviewed. [10] An average of 75% of exposed roots was covered, with complete coverage in 42% of the treated sites. The GTR technique of using polylactic acid (PLA), polyglycolic acid (PGA) bioabsorbable membrane doesn't require a second surgical procedure for its removal and previous studies have demonstrated that PLA/PGA is biocompatible, nonallergic and does not produce any inflammatory response. However, it has been claimed that the healing of periodontal defects using GTR therapy occurs by new attachment. [14] Therefore, periodontal regeneration in the context of GTR therapy in the management of gingival recession needs to be evaluated further with more randomized controlled clinical trials. [15] Recently, McAlliste [16] 
Materials and Method
Fourteen systemically healthy patients aged between 18 to 35 years with multiple gingival recession defects on the labial or buccal surface of the teeth were selected from the outpatient department of Periodontics, Sharad Pawar Dental College, Sawangi (Meghe), Wardha. The patients fulfilling following criteria were included in the study. Patients having either Miller's Class I or II gingival recession, radiographic evidence of sufficient interdental bone (the distance between the crestal bone and cementoenamel junction as ≤ 2mm), presence of width of keratinized gingiva apical to recession  3mm with adequate vestibular depth were included in the study and patients with thin gingival biotype, malposition of teeth, unacceptable oral hygiene, using tobacco products, pregnant lady or lactating mother were excluded.
Prior to initiating this study, the purpose and design of this clinical trial was explained to the patients and agreed to participate during the entire period of study. 
Study Design
A randomized parallel single blinded designed controlled clinical study was performed over six month period. Each patient with minimum two adjacent recession defects was included in the study. Prior to surgery, the patients were randomly assigned by a coin flip to the stem cell in combination with PLA/PGA membrane (test group) and only PLA/PGA membrane (control group) with both groups consisting of 7 patients each. If needed, additional professional oral hygiene procedures were carried out and oral instructions reinstituted to achieve plaque scores of ≤ 1. Further needed dental treatments were also being carried out. All patients were asked to sign a written consent form and should agree to participate during the entire period of study.
Clinical Measurements
Before anesthesia, on the day of the surgical procedure, 3 months and 6 months later, full-mouth plaque scores were recorded using the plaque index by Turkey-Gilmore-Glickman modification of Quigley-Hein [20] while gingival inflammation was assessed using gingival bleeding point index by Lenox and Kopczyk. [21] The following clinical parameters were measured for assessment of the results in all the treated cases: 
Surgical procedure
Prior to the surgical procedure, the patients were instructed to rinse with 0.2% chlorhexidine gluconate (Hexidine-ICPA Health Product Ltd., India) for one minute. The surgical protocol would emphasize complete asepsis and infection control. After induction of local anesthesia (2% lidocaine, epinephrine 1: 100,000), the exposed root surfaces were carefully planned with ultrasonic instruments followed by curettes.
Preparation of recipient site
The intra-sulcular incision was made at the buccal/labial aspect of the involved teeth and the incision was ex- groups at baseline and 6 months was accomplished with student's unpaired t-test. If the probability value (p) was more than 0.05, the difference observed was considered non-significant and if less than 0.05, it was considered significant.
Results
The mean full mouth plaque index score at baseline was 0.41±0.06 and 0.38±0.05 for the test and control group respectively. There was statistically significant decrease in plaque score at 3 months and 6 months compared to baseline in both the groups. The mean PI scores during 6 months period remained below score 1 (Table 1) . At baseline, the GBI percentage was 34.33± 7.34% and 35.41±5.55% for test and control group respectively.
Gingival bleeding point index scores, when compared with baseline measurements versus 3 months and 6 months post-surgical measurements by using paired ttest, we observed statistically significant reduction in gingival bleeding point index percentage at 3 and 6 months post-surgery (p< 0.05), indicating improvement in gingival condition throughout the study period (Table   1) .
Mean values for all the clinical parameters at baseline and 6 months for test and control group were reported in Table 2 and 3, while the comparison between the groups was reported in Table 4 (Table 4 ).
In the test group, on an average 66.26±26.95 % of the root surfaces initially exposed due to the recession were covered with soft tissue at 6 months post-surgery. (Table 5 ). 
Discussion

Conclusion
We conclude that stem cell with PLA/PGA membrane showed significantly higher mean root coverage compared to only PLA/PGA membrane group. Further, long-term studies controlled clinical studies with large sample size and histological evaluation for the mode of attachment need to be performed to quantitatively compare the results to other well-documented treatment approaches.
